

































































































































































































































































4, There is evidence that PA
graduates who are recruited from and
obtain clinical training in rural and
other underserved areas are more
likely than other graduates to return to
those areas to practice ©

3. The extensive health care
experience prior to entering PA
education, and/or additional formal
clinical credentials, held by many PA
program entrants often enables them
to expand the range of services they
can provide in medical practices. These
experiences, coupled with PA
educational preparation, make it
possible for PAs to provide
physician-complementary clinical
services such as health promotion and

disease prevention >4,

6. The higher proportion of women
in the PA profession {compared to
rates among physicians) may
contribute to expansion of access to
health care for women, particularly
those who for reasons of culture, -
personal preference, or ethnic/racial
heritage, choose women health care
providers ™.

7. In primary care and ambulatory
practice settings, the patient care
responsibilities of PAs, NPs , and
primary care physicians often overlap.
In such settings, the roles of PAs and
those of NPs are largely
interchangeable .

CURRENT AND ANTICIPATED
DEMAND

1. The demand for PA services in
the health professions marketplace is
anticipated to expand in the future as
part of health reform efforts to
promote health aceess and quality of
care and to control costs. Workforce
requirements for PA services will
include both the primary care and
Inpatient care/specialty practice sectors
1

2. Should proposed health care
reform measures be adopted which
place greater crnphasis on managed
care and HMOs as systems for primary
care delivery, requirements for PAs to
serve as primary care providers are
likely to increase substantially.

3. Anticipated reductions in
physician resident staffing in GME
programs will contribute to expanding
demand for PA services to help meet
personnel requirements on inpatient
services in teaching hospitals and
academic health centers 4% Further
data are needed on the level of PA
contributions and staffing potentials in
resident-substitution GME roles.

4. Demand for PAs as primary care
providers is likely to increase in
settings such as correctional health
systems, public and private
ambulatory clinics, the VA system, and
in other health facilities providing
primary care services such as student
health centers, occupational health

sites, and acute care clinics M

5. The anticipated increase in
demand for PA services to help meet
the primary care needs of medically
underserved populations will require
greater numbers of underrepresented
minority PAs (African Americans,
American Indians/Alaskan Natives,
and Hispanics). There is a particular
need for African American men.

6. A higher proportion of PAs
(34%) practices i rural areas
(communities of less than 50,000
population), than do physicians in
comparable nonmetropolitan areas

(12%) 489,

7. Increasing PA utilization in the
health care system will have a
beneficial impact on the capabilities of
America’s health workforee to provide
primary care services and health
access. PA contributions will
complement health workforce efforts to
increase services in primary care,

8. Health services research findings
and utilization experiences consistently
indicate that PAs are cost-effective
health care providers %123,
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PRACTICE BARRIERS

1. The major health care system
factors that inhibit the capabilities of
PAs to be fully effective in clinical
practices are: {a) restrictive state
medical practice acts governing scope
of practice and supervisory
requirements; (b) the absence of PA
prescribing authority; and {c} policies
of public and private payors regarding
coverage of PA services %,

2. Model guidelines for PA praciice
statutes have been developed hy the
American Academy of Physician
Assistants to address the issue of
inconsistent and overly restrictive
statutes and regulations. State practice
acts which constrain PAs from
functioning in roles for which they are
qualified by education limit their full
effectiveness in delivering health

services 5

3. Federal health care payment
policies related to PAs are inconsistent.
The lack of uniform reimbursement
policies for PA clinical services limits
their practice effectiveness. Health
practitioners who provide a given
service at similar levels of safety,
quality, and cffectiveness do not
receive a uniform payment rate for
that service %15,

4, Portions of Medicare laws,
written before PAs and NPs were-
added as health care professionals, are
a barrier to optimum utilization of
these providers. The Medicare program
covers outpatient services provided by
PAs in rural non-health professional
shortage areas and in urban areas only
if the services are provided incidental
to the physician’s service. HCFA
regulations require physicians to be on
site when PA services are billed under
this provision. Because patients may
need to be seen at times of the
temporary absence of the physician,
and since on-site supervision may not
be a requirement of state law, this
federal criterion is an impediment to
the full effectiveness of PAs in
providing generalist/primary care

services 14,

5. Barriers exist affecting the ability
of minority health care practitioners to
provide health services, particularly to
underserved populations. These
barriers relate to principles of equity,
justice, and morality; the higher
morbidity rates; and cultural and
language differences that continue to
exist in the nation,
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Recommendations

In the future, America will demand
increasing accountability from its
health care professionals. On a public
policy level, a likely outcome of this
societal expectation will be improved
efforts in planning and coordination of
the size, composition and distribution
of health workforce personnel. Such
efforts will require fundamental
changes in approaches in the
educational preparation of health care
providers. Medical educational
curricula for physicians are now
changing to extend the traditional
biomedical model to encompass
behavioral and population-based
orientations.

The creation of the PA profession
over two decades ago presented
medical educators with an opportunity
to develop innovative curricular
approaches in health practitioner
education. [n their development, PA
educational programs built upon the
medical model but were flexible
enough to incorporate relevant
concepts drawn from multiple
disciplines, These disciplines include
the behavioral sciences, epidemiology,
hiostatistics, environmental sciences
and ecology, philosophy and ethics,
and law. Progressive models of health
professions curricula emerged which
proved to be effective in educating
clinical practitioners whose roles were
and continue to be responsive to
societal health care needs,

The Advisory Committee on
Physician Assistants and the Workforce
(AGPAW) of COGME finds that PAs
make important contributions to
health care delivery in America, PA
practice patterns show their
responsiveness to societal health care
needs, and PAs have cffectively
complemented physicians as members
of the nation’s health workforce. PA
utilization augments efficiency in
clinical practices and increases patient
access to health services. To enable PAs
to become more cffective in the health
workforce, AGPAW has identified a
number of critical issues facing the PA
profession, and based upon these
findings, presents recommendations for
PAs in the health workforce.

Recommendations

PA EDUCATION

1. Expand the output of PA
educational programs from the current
level of 1,700/year to 4,000/year by
the year 2000, with a goal of
expanding the total number of PAs in
the health workforee to 40,000 by the
turn of the century. Considering
various scenarios under health reform,
and projections of future PA demand,
we conclude that in the future there
will be an increasingly strong demand
for PAs in America’s health system.

2. Increase the level of federal grant
support for PA educational programs
to $15,550,000 for I'Y-95, and
$19,580,000 for FY-96 to achieve the
goal of doubling the number of annual
PA graduates. Funding levels should
rise proportionately in the following
years to accommodate this increase in
graduate output.

3. Provide increased funding to
expand the supply of PA graduates.
Federal grant support should be
dirccted toward specific program areas
identified as essential for successful
expansion of training capacities.
Specitic objectives for increased
support should include:

0 Expanding enrollment capabilities
within existing PA educational
programs

0 Targeting support for new
educational programs, with incentives
for those programs whose mission calls
for graduates to serve in practice areas
addressing unmet health care needs of
populations

U Increasing the annual number of PA
graduates through student support and
retention sirategies

O Improving straiegies for PA faculty
recruitment, retention, and
professional development

0 Developing traineeships for PA
students linked to service in medically
underserved communitics

0 Expanding clinical training sites and
mstitutional affiliations
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4. Retain primary care as the
dominant theme of PA education.
Continue Title VII grant program
incentives that emphasize a primary
care educational focus and maintain
funding preferences for programs
demonstrating effectiveness in the
deployment of PA graduates to
primary care practice seitings in rural
and medically undeserved areas.
Increased importance should be placed
on the AHEC program requirements
relative to sponsorship or linkages with
PA educational programs.

5. Provide incentives in Title VII
authorized PA grant programs which
encourage sponsoring academic
institutions to integrate clinical
educational experiences among various
health professions. The education of
future physicians should include
familiarizing them with PAs and their
clinical roles. Physician training should
also inchude practice management
systems utilizing contributions from a
variety of health professions. The
funding priority for team training of
medical students/residents with PA
students should be reinstated in grant
programs supporting residency
traming in family medicine, general
internal medicine, and general
pediatrics.

6. Include incentives in federal
grants supporting PA educational
programs to reward, maintain, and
improve efforts in the recruitment and
retention of students and faculty from
minority and disadvantaged racial/
ethnic groups. Funding incentives
should be offered to stimulate
programs to develop innovative and
effective methods of informing those
individuals and agencies who provide
career advice to students, such as high
school teachers/guidance counselors/
career advisors. Institutional employers
of PAs should be encouraged to include
PA students among those eligible for
tuition support-future service plans,
Grant incentives should also provide
rewards for those PA programs that
lack a proportionate representation
from underrepresented racial/ethnic
groups but that can demonstrate an
increase in the ahsolute number of
individuals from these groups among
enrolled students and graduates.
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7. Provide incentives in federal PA
and other grant programs to encourage
the recruitment of PA students from
rural areas, and the nse of rural
preceptorships that facilitate the return
of these graduates to raral practice.

8. Recornmend that the Secretary of
Health and Human Services develop a
plan encouraging PA educational
programs to recruit and retrain
honorably discharged military medical
service personnel, particularly those
from underrepresented racial/ethnic
groups. The plan would oblige military
veteran PA students to repay
educational stipends by serving, upon
graduation, i either a National Health
Service Corps setting, or as faculty in a
PA educational program, If effective,
expand eligibility of plan to include
individuals with extensive civilian

health backgrounds.

9. Promote health services research
examining PA clinical effectiveness,
patient outcomes, and
resident-substitution ratios when
utilized in GME staffing positions.




PA PRACTICE
CHARACTERISTICS

1. Increase National Health Service
Corps scholarships and loan repayment
programs supporting PA students in
accredited educational programs,

2. Promote research examining
recent trends in PA practice, their
evolving clinical roles, and key
productivity/economic/demand
factors. These data are needed for
future health workforce planning and
policy development. Examples of
research areas to receive more
attention should include:

[ physicien-PA substitutability ratios
and task delegation levels in primary
care, managed care, and teaching

hospital settings,

0 comparisons of PA practice
performance and contributions in
primary care delivery with those of
physicians and other health
practitioners;

0 economic aspects of PA practice;

U factors contributing to minority
attrition in PA educational programs.

3. Increase available funding for
health services research, through
federal agencies such as the Agency for
Health Care Policy and Research and
the Office of Health Professions
Analysis and Research within the

Bureau of Health Professions, HRSA,
aimed at providing up to date
information and analysis regarding the
characteristics and trends of PA
practice, economic and outcome
measures of PA clinical performance,
and determination of future supply
and health workforce requirements.

CURRENT AND ANTICIPATED
DEMAND

1. Include PAs in future national
and state health workforce planning
activities and ensure that these plans
provide for the effective utilization of

physicians and PAs, NPs, and CNMs.

2. Convene a task force sponsored
by the Bureau of Health Professions to
include representatives of COGME and
AGPAW, and the National Advisory
Gouncil on Nurse Education and
Practice and its Advisory Group for
Workforce Projections of Nurse
Practitioners and Nurse Midwives. The
purpase of this task force should be to
integrate projections for requirements
of the mix of physicians, PAs and NPs
in the Nation's workforce.

3. Allocate, as suggested under
health care reform, a portion of funds
to subsidize health professions clinical
education collected from an all-payors
pool, as well as from other
legislatively-derived funding sources
such as the Medicare trust fund, to
support PA education, Eligibility for
Medicare DME funds should include
support for the clinical education of
PAs and similar health professionals,
and should be based on the extent to
which these providers contribute to
increasing primary care delivery.

4. Offer incentives to academic
health centers to sponsor PA
educational programs and/or provide
clinical training to PA students within
teaching hospital settings; encourage
academic health centers not currently
sponsoring PA programs to expand
their clinical teaching activities to
include PA students,

5. Develop federal policy to provide
support and encouragement for
mechanisms to increase representation
from racial and ethnic minorities in the

PA profession.

6. Encourage health care payors to
offer incentives, such as bonus
payments, to clinical practices which
extend health care access to medically
underserved populations by employing
PAs,
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PRACTICE BARRIERS

1. Amend Medicare Part B law to
authorize payment in: (a} all practice
settings, and (b) at one uniform rate.
Encourage all state Medicaid programs
to cover PA services and to use a
uniform payment rate for all health
providers. Suggest that private health
insurers reimburse for PA clinical
services,

2, Encourage states to provide a
more uniform regulatory climate for
PAs to delete overly restrictive practice
statutes and regulations. State
licensing boards should adopt more
uniform and nonrestrictive regulations
governing scope of practice and
prescribing authority to permit the
maximum utilization of PAs in clinical
practices. To address the issue of
inconsistent and overly restrictive
practice statutes and regulations, states
are encouraged to consider the model
PA practice statute developed by the
American Academy of Physician
Assistants.
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3. Expand efforts to insure that the
racial/ethnic composition of the PA
population reflecs the overall
population’s diversity. -
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Appendix A

Milestones of the PA
Profession

1961

1965

1966

1968

1969

Concept of the PA first
suggested by Charles Hudson,
M1, then-President of the
National Board of Medical
Fxaminers, in an address to the
House of Delegates of the
American Medical Association,

and later published in an article
in JAMA

First educational program for
physician assistants founded by
Eugene Stead, MD, and E.
Harvey Estes, MD, at Duke
University Medical School

Founding of Child Health
Associate Program at the
University of Colorado by
Henry Silver, MD

American Academy of
Physician Assistants (AAPA)
founded Assoctation of
Physician Assistant Programs

(APAP) founded

MEDEX Northwest PA program
founded at the University of
Washington by Richard Smith,
MD, MPH

First state medieal statate
recognizing PA practice passed
in Colorado

1970

1971

1972

1973

Kaiser Permanente Northwest
becomes first HMO to employ a
PA

Endorsement of the PA concept
by the American Medical
Association House of Delegates
Approval of PA educational
program “Essentials” and
process of accreditation by
AMA Committee on Allied
Health Education and
Accreditation

Passage of Comprehensive
Health Manpower Training Act
(PL. 92-157) authorizing
sapport for PA educational
programs under Title VII of the
Public Health Services Act

Publication of the first book on
the PA profession:The
Physician Assistant Today and
Tomorrow, by Sadler, Sadler,
and Bliss

Establishment of the National
Commission on Certification of
Physician Assistants (NCCPA}
Initial administration of the
Physician Assistant National
Certifying Examination
(PANCE)

1975

1976

1977

1978

The Physician Assistant, by
Loretta Ford

Continuation of federal support
for PA educational programs
under the Health Professions

Educational Assistance Act
(PL. 94-484)

The New Health Professionals,
by Ann A. Bliss and Eva Cohen

Passage of Rural Health Clinic
Services Act (P.L. 95-210)
providing Medicare and
Medicaid reimbursement for
PAs employed in these settings

U.S. Air Force is first military
branch to commission PAs as
officers

Institute of Medicine {IOM)
Report “Manpower Policy for
Primary Care” recommending
an increse in the number of PAs
and NPs to strengthen primary
care delivery

The Physician Assistant:
Innovation in the Division of
Medical Labor by Eugene

Schneller
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1981

1984

1985

Report of the Graduate Medical
Education National Advisory
Committee {(GMENAC)
projecting an excess future
supply of physicians and
temporarily dimmed workforce
prospects for PAs and NPs

Physician Assistants: Their
Contribution to Health Care,
by Henry B. Perry and Bina
Breitner

Role of the Physician Assistant
in Primary Care, by Judith
Greenwood

Alternatives in Health Care
Delivery: Emerging Roles for
Physician Assistants, by
Reginald D. Carter and Henry
B. Perry

Passage of Health Professions
Training Assistance Act (P.L.-
99-129) requiring PA
educational program emphasis
in primary care areas

19806

1987

1988

1990

Passage of Omnibus Budget
Reconciliation Act (P.L. 99-
509) authorizing Medicare
reimbursement for PA services
in hospitals and other settings

Physician Assistants: Present
and Future Models of
Utilization, edited by Sarah
Zarbock and Kenneth Harbert

The Physician Assistant in a
Changing Health Care

Enpironment, by Gretchen E.
Schafft and James F. Cawley

Inaugural issue of Journal of
the American Academy of
Physician Assistants

Passage of National Health
Service Corps Revitalization
Amendments (P.L. 101-597)
authorizing NHSC scholarship
eligibility for PA students

First Annual Census on
Physician Assistants report
published by American
Academy of Physician
Assistants
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1991

1992

1993

U.5. Navy commissions PAs as
officers

U.S. Army and Coast Guard

commissions PAs as officers

The Roles of Physician
Assistants and Nurse
Practitioners in Primary Care
edited by D. Kay Clawson and
Mirian Osterweis

Council on Graduate Medical
Educatien commissions the
Advisory Group on Physician
Assistants and the Workforee to
project future supply numbers
and workforce requirements for

PAs

SOURCE: Hooker, RS., Gawley, RE,
1994,




Appendix B

Physician Assistant Educational Programs
in the United States, 1994

ALABAMA

University of Alabama at Birmingham Surgeon Assistant Program BS + Cert
School of Health Related Professions

Birmingham, AL

CALIFORNIA

Charles Drew University of Medicine Physician Assistant Program BS + Cert
and Science, School of Allied Health

Los Angles, CA

University of Southern California Primary Care Physician BS
School of Medicine Assistant Program
Los Angeles, CA

College of Osteopathic Medicine Physician Assistant Program Cert
of the Pacific

Pomona, CA

University of California, Davis Physician Assistant Program Cert
School of Medicine

Sacramento, CA

Stanford University and Foothill College Primary Care Associate Cert
School of Medicine Program
Palo Alto, CA
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COLORADC

University of Colorado Child Health Associate MS + Cert
School of Medicine Program or BS + Cert
Denver, CO
CONNECTICUT
Yale University Physician Associate Program Grad Cert *
School of Medicine
New Haven, CT
DISTRICT OF COLUMBIA
The George Washington University Physician Assistant Program MS or
School of Medicine and Health Sciences BS + Cert
Washington, DG

Physician Assistant/Master

of Public Health Program MPH
Howard University Physician Assistant Program BS + Cert
Howard University Hospital
Washington, DC
FLORIDA
University of Florida Physician Assistant Program BS in Med
College of Medicine
Gainesville, FL
Nova Southeastern University of the Physician Agsistant Program BS

Health Sciences
College of Allied Health Professions
North Miami Beach, 'L,
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GEORGIA

Emory University
School of Medicine
Atlanta, GA

Medical College of Georgia
School of Medicine
Augusta, GA

Physician Assistant Program

Physician Assistant Program

BS

ILLINOIS

Malcolm X College/Cook County
Heospital, Health Services Institute
Chicago, 1L,

Midwestern University
School of Osteopathic Medicine

Downers Grove, IL

Finch University of Health Seiences/
Chicago Medical School
North Chicago, 1L

Physician Assistant Program

Physician Asgsistant Program

Physician Assistant Program

AS or Cert

BS

MS

IOWA

University lowa
School of Medicine
lowa City, A

University of Osteopathic Medicine
& Health Sciences
Des Moines, 1A

Physician Assistant Program

Physician Assistant Program

MS in PA

BS +
Cert
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KANSAS

Wichita State University
College of Health Professions
Wichita, KS

Physician Assistant Program

BS

KENTUCKY

University of Kentucky

College of Allied Health Professions
Lexington, KY

Physician Assistant Program

BS

MARYLAND

Essex Gommunity College
Division of Allied Health
Baltimore, MD

Physician Assistant Program

AS

MASSACHUSETTS

Northeastern University

Tufts University

College of Pharmacy and Health Sciences
Bosion, MA

Physician Assistant Program

N[HP*:’:

Cert

MICHIGAN
University of Detroit Mercy
Detroit, Ml

Western Michigan University
School of Allied Health Professions

Kalamazoo, Ml

Physician Assistant Program

Physician Assistant Program

MS

BS or Cert
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MISSOURI

St. Louis University Physician Assistant Program BS + Cert
School of Allicd Health Professions

St, Louis, MO

NEBRASKA

University of Nebraska Physician Assistant Program MS in
College of Medicine PA + Cert
Omaha, NE

NEW JERSEY

Rutgers University-University of Physician Assistant Program BS, or Cert

Medicine & Dentistry of New Jersey
Robert Wood Johnson Medical School
Piscataway, NJ

NEW YORK

Albany Medical College/Hudson Physician Assistant Program AS + Cert
Valley Commimity College

Albany, NY

Brooklyn Hospital Center/Long Island Physician Assistant Program BS + Cert
University, School of Allied Health
Brooklyn, NY

Bayley Seton Hospital Physician Assistant Program Cert
St. Johns University/ Wagner College

College of Staten Island

Staten Istand, NY
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Cornell University
School of Medicine
New York, NY

CG.UN.Y. of New York/Harlem Hospital
School of Health Services
New York, NY

5.UN.Y. @ Stony Brook
School of Health, Technology,

and Management/Health Sciences Center
Stonty Brook, NY

S.UNY. @ Brooklyn
Heaith Sciences Center
Brooklyn, NY

Touro College
School of Health Sciences
Dix Hills, NY

Surgeon Assistant Program

Physician Assistant Program

Physician Assistant Program

Physician Assistant Program

Physician Assistant Program

Cert

BS + Cert

BS

BS or Cert

BS

NORTH CAROLINA
Duke University
School of Medicine
Durham, NC

Wake Forest University

Bowman Gray School of Medicine

Winston-Salem, NC

Physician Assistant Program

Physician Assistant Program
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Cert




NORTH DAKOTA
University of North Dakota
CortSchool of Medicine

Physician Assistant Program

Grand Forks, ND
OHIO
Kettering College of Medical Arts Physician Assistant Program AS
Kettering, O
Cuyahoga Community College Physician Assistant Program AS
Division of Allied Health Surgeon Assistant Program AS
Parma, OH
OKLAHOMA
University of Oklahoma Physician Associate Program BS
School of Medicine/Health Postgraduate PA Program in
Sciences Center Occupational Medicine # MPH
Oklahoma City, OK
PENNSYLVANIA
Gannon University Physician Assistant Program BS
Erie, PA
St. Francis College Physician Assistant Program BS or Cert
Division of PA Studies
Loretto, PA Master of Medical Science #

Physician Assistant Program Ms
Hahnemann University Physician Assistant Program BS or Cert

School of Health Seiences and Humanities

Philadelphia, PA
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King’s Gollege
Wilkes-Barre, PA

Duquesne University
Rangos School of Health Sciences
Pittsburgh, PA

Physician Assistant Program

Physician Assistant Program

BS + Cert

MS + Cert

TENNESSEE

Trevecca Nazarene College

Nashville, TN

Physician Assistant Program

BS or Cert

TEXAS

University of Texas-Southwestern
Medical Center

School of Allied Health

Dallas, TX

University of Texas Medical Branch

School of Allied Health Sciences
Galveston, TX

Baylor College of Medicine
College of Medicine
Houston, TX

Physician Assistant Program

Physician Assistant Program

Physician Assistant Program

BS + Cert

BS + Cert

MS + Cert

UTAH

University of Utah
School of Medicine
Salt Lake City, UT

Physician Assistant Program

Cert
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WASHINGTON

University of Washington MEDEX Northwest Physician Cert
School of Public Health Assistant Program

Seatile, WA

WEST VIRGINIA

Alderson-Broaddus College Physician Assistant Program BS

Department of Physician Assistant Studies
Philippi, WV Emergency Medicine Program # MS
Rural Primary Care Program # MS

WISCONSIN

University of Wisconsin/Madison Physician Assistant Program B3
School of Medicine

Madison, WI

UNIFORMED SERVICES
U.5. Air Force : Physician Assistant Program BS
Sheppard Air Force Base, TX

U.S. Army Physician Assistant Program BS
Academy of Health Sciences

Fort Sam Houston, TX

U.S. Navy Physician Assistant Program BS
Naval School of Health Sciences
San Diego, CA
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LEGEND AND NOTES

Included are Physician Assistant
Educational Programs holding
accreditation status through the
Commiitee on Accreditation of Allied
Health Educational Programs
{CAAHEP) as of July 1994. The 59
programs listed include 56 Physician
assistant and 3 surgeon assistant
programs. Programs are listed by state,
institutional sponsorship, program
title, and credential(s) awarded.
CAAHMEP ) accreditation denotes that a
PA educational program is in
compliance with educational standards
and criteria as defined in the
“Essentials for an Accredited
Educational Program for the Physician
Asststant.” Credentials Cert =
Gertificate of Completion of Physician
Assistant educational program. AS =
all academic associate’s degrees
awarded for physician assistant
education - associate in science {AS]
BS = all academic bachelor’s degrees
awarded for physician assistant
education - bachelor of science [BS),

bachelors in medicine [BM], other
bachelors. MS = includes masters
degrees currently awarded for
completion of PA education: [ Master
of Science in Physician Assistant [MS
in PA}, Master of Medical Science
[MMS], Master of Health Science
[MHS], Master in Physician Assistant
[MPA], and Master of Health
Professions [MLP]. List also includes
institutions who sponsor masters
degree tracks or joint degree offerings
for PA graduates. These programs
grant either the master of science [MS]
degree, the master of medical science
[MMS] degree, or the master of public
health [MPH] degree. Cert =
Certificate of completion of physican
agsistant educational program.
graduate Level Certificate ~ Master of
Health Professions degree option #
Programs offering special masters
degree tracks/curricula; these
programs select PA graduates and are

not formally accredited by CAAHEP.
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Appendix D
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Appendix E

American Academy of
Physician Assistants

950 North Washington Street,
Alexandria, Virginia 22314

(703) 836 2272 FAX: (703) 684 1924

COMMENTARY ON
MODEL STATE
LEGISLATION FOR
PHYSICIAN
ASSISTANTS

The model legislation reflects two
principal concepts: 1) physician
assistant licensure; and 2) scope of
practice determined by supervising
physicians.

Licensure is the most desirable
terminology becanse many other laws
within the state will contain references
to “licensed practitioners” and this can
eliminate future problems for
recognition of PA services. It also helps
defend PAs against charges that they
are “not even licensed.” As of mid-
1993, at least 16 states use the term
“lcense” in their PA statutes,

The critical structure to achieve, as
reflected in the bill, is a syster in
which a PA presents his or her
credentials to the state regulatory
agency and receives a piece of paper in
return. The paper (license or
certificate) is renewable, based on
meeting state requirements. Obtaining
the paper should occur independently
of a PA’s employment status. An
analogy is a driver’s license — you get
one even before you buy a car so that
you can start driving as soon as you're
ready. This system should be attractive
to licensing boards in that it eliminates
a lot of paperwork. Many of the
original laws required PAs to submit
all transcripts, test scores, references,
etc.. every time they changed
employers or supervisors. Under such a
system, a PA legally ceases to exist
between jobs.

The model legislation does not
propose a rigorous procedure for state
approval of supervising physicians. It
proposes that licensed PAs and licensed
physicians simply notify the state
regulatory board of their intent to
work together.

In addition, the scope of practice for
PAs is entirely dependent on what the
physician wishes to delegate. This is
consistent with the original concept of
PA utilization, Since the 1970s the
pendulum has been allowed to swing
toward over regulation; in some states
it is now returning to a more
reasonable position. The model law
supports this movement away from
micro-management of physician/ PA
practices.

The model bill allows physicians to
delegate unlimited prescriptive
authority, as well as limited dispensing
authority. It clarifies a PA’s ability to
request, receive and distribute drug
samples.

The particulars of supervision in
this legislation are left entirely to the
physician/ PA team, although it is
stated quite clearly that the physician
need not be physically on the premises
so long as the PA and physician can
contact one another easily.

The “Optional Replacement Parts”
are offered as substitutes for some of
the above. If it is not feasible to adopt
a totally delegatory system, language is
proposed to give the licensing board
more control over the supervising
physician and PA (see “Practice
Agreement”). This section would
replace “Supervising Physician” and
“Notification of Intent to Practice” and
possibly other langnage.

PHYSICIAN ASSISTANTS [N THE HEALTH WORKFORCE / 1994 110




If a description of PA scope of
practice must be included, an
alternative section is proposed that
hopefully would discourage the
development of list of tasks. This
optional replacement section would
replace “Scope of Practice-Delegatory
Authority,” although retaining the
paragraph that describes PAs as agents
of physicians is recommended,

Locum tenens language is not
necessary in the original model bill.
However, if the “Practice Agreement”
concept is included—that is, placing
the green light for practice in the
hands of the board as opposed to
keeping it in the practitioners’ hands—
then the recommended section on
locum tenens may be included. The
definition of locum tenens should be
inserted in the “Definitions” section,
and the rest of the locum tenens
provision placed elsewhere in the bill.

The final set of options deals with
forms the regulatory authority may
take: total control by the medical
licensing board without PA input; a
voting PA on the board; a separate PA
board; and the most popular model,

medical board regulation with a PA
commitiee,

This model law was drafted by the
AAPA State Technical Advisory Group
(Beverly Frye Freeman, PA-C, and Jim
Reid, PA-C) and government affairs
director Nicole Gara in October 1991.
It was reviewed and slightly revised by
the AAPA Government Affairs Couneil
in November 1991. A technical change
was made in July 1993 to acknowledge
the transformation of CAHEA into a
new allied health accrediting
organization independent of the AMA,

The AAPA government affairs
division is available to work on
revisions and additions, as needed, and
to explain what and why the model bil
contains what it does. The model law
could not be written in a way that
would be instantly compatible with all
state codes, but the concepts are clear
and can be transformed by legislative
counse) into the appropriate style and
format.

Nicole Gara, Director
Government and Professional Affairs

American Academy of Physician
Assistants

April 1994
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MODEL STATE
LEGISLATION —
PHYSICIAN
ASSISTANTS

DEFINITIONS

“Physician assistant” means a
person who has graduated [rom a
physician assistant or surgeon assistant
program accredited by the American
Medical Association’s Committee on
Allied Health Education and
Accreditation or by its successor
agency, and/or a person who has
passed the certifying examination
administered by the National
Commission on Certification of
Physician Assistants.

“Board” means the Medical
Licensing Board.

“Supervising physician” means an
MD or DO licensed by the board who

supervises physician assistants.

“Supervision” means overseeing the
activities of, and accepting
responsibility for, the medical services
rendered by a physician assistant. The
constant physical presence of the
supervising physician is not required so
long as the supervising physician and
physician assistant are or can be casily
in contact with one another by radio,
telephone, or other telecommunication
device.




QUALIFICATIONS FOR
LICENSURE

Except as otherwise provided in this
chapier, an individual shall be licensed
by the hoard before the individual may
practice as a physician assistant.

The board may grant a license as a
physician assistant to an applicant
who:

1) submits an application on forms

approved by the board;

2) pays the appropriate fee as
determined by the board,

3) has successfully completed an
educational program for physician
assistants or surgeon assistants
aceredited by the Committee on Allied
Health Education and Accreditation or
by its successor agency, and/or has
passed the Physician Assistant
National Certifying Examiation
administered by the National
Commission on Certification of
Physician Assistants;

4} certifies that he or she is
mentally and physically able to engage
safely in practice as a physician
assistant;

5) has no licensure, certification, or
registration as a physician assistant
under current discipline, revocation,
suspension or probation for cause
resulting from the applicant’s practice
as a physician assistant, unless the
board considers such condition and
agrees (o licensure;

6) is of good moral character;

7) submits to the hoard any other
information the board deems necessary
to evaluate the applicant’s
qualifications; and

8) has been approved by the board.

TEMPORARY LICENSE
(a} The board may grant a

temporary license to an applicant who
meets the qualifications for licensure
except that the applicant has not yet
taken the national certifying
examination or the applicant has taken
the national certifying examination
and is awaiting the results.

A temporary license is valid:

1) for one year from the date of
issuance;

2) until the results of an applicant’s
examination are available; or

3) untl the board makes a final
decision on the applicant’s request for
licensure; whichever comes first, The
board may extend a temporary license,
upon a majority vote of the board
members, for a period not to exceed
one year. Under no circumstances may
the hoard grant more than one
extension of a temporary license.

(b) A temporary license may be
granted to an applicant who meets all
the qualifications for licensure but is
awaiting the next scheduled meeting of
the board.

INACTIVE LICENSE

Any physician assistant who notifies
the board in writing on forms
prescribed by the board may elect to
place his or her license on an inactive
status. A physician assistant with an
inactive license shall be excused from
payment of renewal fees and shall not
practice as a physician assistant. Any
licensee who engages in practice while
his or her license is lapsed or on
inactive status shall be considered to
be practicing without a license, which
shall be grounds for discipline under
section of this Act. A physician
assistant requesting restoration from
inactive status shall be required to pay
the current renewal fee and shall be
required to meet the criteria for
renewal as specified in section of this

Act.
RENEWAL

Each person who holds a license as
a physician assistant in this state will,
upon notification from the board,
renew said license by:

1} submitting the appropriate fee as
determined by the board,

2) completing the appropriate
forms; and

3) meeting any other requiremenis
set forth by the board.
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EXEMPTION FROM
LICENSURE

Nothing herein shall be construed to
require licensure under this Act of:

1} a physician assistant student
enrolled in a physician assistant or
surgeon assistant educational program
accredited by the Committee on Allied
Health Education and Acereditation or
by its successor agency;

2) a physician assistant employed in
the service of the federal government
while performing duties incident to
that employment; or

3) technicians, other assistants or
employees of physicians who perform
delegated tasks in the office of a
physician but who arc not rendering
services as a physician assistant or
identifying themselves as a physician
assistant.

SCOPE OF PRACTICE -
DELEGATORY AUTHORLTY -
AGENT OF SUPERVISING
PHYSICIAN

Physician assistants practice
medicine with physician supervision.
Physician assistants may perform those
duties and responsibilities, including
the prescribing and dispensing of drugs
and medical devices, that are delegated
by their supervising physician(s).

Physician assistants shall be
considered the agents of their
supervising physicians in the
performance of all practice-related
activities, including but not limited to,
the ordering of diagnostic, therapeutic
and other medical services.

PRESCRIPTIVE AUTHORLTY

A physician assistant may prescribe,
dispense and administer drugs and
medical devices to the extent delegated
by the supervising physician.

Prescribing and dispensing of drugs
may include Schedule I through V
substances as described in [the state
controlled drug act] and all legend
drugs.

All dispensing activities of physician
assistants shall:

1) comply with appropriate federal
and state regulations; and

2) occur when pharmacy services
are not reasonably available, or when
it is in the best interests of the patient,
or when it is an emergency.

Physician assistants may request,
receive, and sign for professional
samples and may distribute
professional samples to patients.
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SUPERVISION

Supervision shall be continuous but
shall not be construed as necessarily
requiring the physical presence of the
supervising physician at the time and
place that the services are rendered.

It is the obligation of each tcam of
physician{s} and physician assistant(s)
to insure that the physician assistant’s
scope of practice is identified; that
delegation of medical tasks is
appropriate to the physician assistant’s
level of competence; that the
relationship of, and access to, the
supervising physician is defined; and
that a process for evaluation of the
physician assistant’s performance is

established.
SUPERVISING PHYSICIAN

A physician wishing to supervise a
physician assistant must:

1} be licensed in this state;

2} notify the board of his intent to
supervise a physician assistant;

3) submit a statement to the board
that he will exercise supervision over
the physician assistant in accordance
with any rules adopted by the board
and that he will retain professional and
legal responsibility for the care
rendered by the physician assistant.




NOTIFICATION OF INTENT TO
PRACTICE

A physician assistant licensed in this
state, prior to initiating practice, will
submit, on forms approved hy the
board, notification of such intent. Such
notification shall include:

1) the name, business address, and
telephone number of the supervising
physician(s}); and

2) the name, business address, and
telephone number of the physician
assistant,

A physician assistant will notify the
board of any changes or additions in
supervising physicians within ___ days.

SATELLITE SETTINGS
Nothing contained herein shall be

construed to prohibit the rendering of
services by a physician assistant in a
setting geographically remote from the
supervising physician.

EXCLUSIONS OF LIMITATIONS
ON EMPLOYMENT

Nothing herein shall be construed to
limit the employment arrangement of a
physician assistant licensed under this

Aet,

ASSUMPTION OF
PROFESSIONAL LIABILITY

If a physician assistant is employed
by a physician or group of physicians,
the physician assistant shall be
supervised by and be the legal
responsibility of the employing
physician(s). The legal responsibility
for the physician assistant’s patient
care activities shall remain that of the
employing physician(s), including
when the physician assistant provides
care and treatment for patients in
health care facilities.

If a physician assistant is employed
by a health care facility or other entity,
the legal responsibility for the
physician assistant’s actions or
omissions shall be that of the
employing facility or entity. Physician
assistants employed by such facilities
shall be supervised by licensed
physicians,

VIOLATIONS

The board may, following the
exercise of due process, discipline any
physician assistant who:

1) fraudulently or deceptively
obtains or attempts to obtain a license;

2} fraudulently or deceptively uses a
license; ’

3) violates any provision of this
chapter or any regulations adopted by
the board pertaining to this chapter;

4} is convicted of a felony;

5) s a habitual user of intoxicants
or drugs to such an extent that he or
she is unable to safely perform as a
physician assistant;

6) has been adjudicated as mentally
incompetent or has a mental condition
that renders him or her unable to
safely perform as a physician assistant;

7} has committed an act of moral
turpitude; or

8) represents himself or herself as a
physician.

DISCIPLINARY AUTHORITY
The hoard, upon finding that a

physician assistant has committed any

offense described in section ___ , may:

1) refuse to grant a license;

2} administer a public or private
reprimand,;

3) revoke, suspend, limit, or
otherwise restrict a license;

4) require a physician assistant to
submit to the care or counseling or
treatment of a physician or physicians

designated by the board;

5) suspend enforcement of its
finding thereof and place the physician
assistant on probation with the right to
vacate the probationary erder for
noncompliance;

0) restore or reissue, at its
discretion, a license and impose any
disciplinary or corrective measure
which it may have imposed.
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TITLE AND PRACTICE
PROTECTION

Any person not licensed under this
Act is guilty of a {felony or
misdemeanor] and is subject to
penalties applicable to the unlicensed
practice of medicine if he or she:

1) holds himself or herself out as a

physician assistant;

2) uses any combination or
abbreviation of the term “physician
assistant” to indicate or imply that he
or she is a physician assistant; or

3) acts as a physician assistant
without being licensed by the board.

An unlicensed physician shall not be
permitted to use the title of “physician
assistant” or to practice as a physician
assistant unless he or she fulfills the
requirements of this [act].

IDENTIFICATION
REQUIREMENTS

Physician assistants licensed under
this Act shall keep their license
available for inspection at their
primary place of business and shall,
when engaged in their professional
activities, wear a name tag identifying
themselves as a “physician assistant.”

RULE MAKING AUTHORITY

The board shall promulgate, in
accordance with the provisions of the
[state] Administrative Procedures Act,
all rules that are reasonable and
necessary for the performance of the
various duties imposed upon the board
by the provisions of this Act, including
but not limited to:

1) setting licensure fees;

2) establishing renewal dates.

OPTIONAL
REPLACEMENT PARTS
FOR MODEL
LEGISLATION

SUPERVISING PHYSICIAN -
PRACTICE AGREEMENT

Any physician licensed in this state
may apply to the board for permission
to supervise a physician assistant. The
application shall be jointly submitted
by the physician and the physician
assistant{s) and may be accompanied
by a fee as determined by the board.

The joint application shall describe
the manner and extent to which the
physician assistant will practice and be
supervised, mcluding identification of
additional licensed physicians who will
supervise the physician assistant; the
education, training and experience of
the primary supervisor and the
physician assistant; and other such
information as the board may require.
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The board may approve, modify or
reject such applications.

Whenever it is determined that a
physician or physician assistant is
practicing in a marmer inconsistent
with the approval granted, the board
may demand modification of the
practice, withdraw approval of the
practice agreement or take other
disciplinary action as defined in
section — of this Act.

PHYSICIAN ASSISTANT
SCOPE OF PRACTICE

The practice of a physician assistant
shall include medical services within
the education, training and experience
of the physician assistant that are
delegated by the supervising physician.

Medical services rendered by
physician assistants may include, but
are not limited to: 1} obtaining patient
histories and performing physical
examinations; 2) ordering and/or
performing diagnostic and therapeutic
procedures; 3) formulating a diagnosis;
4) developing and implementing a
treatment plan; 5) monitoring the
effectiveness of therapeutic
interventions; 6} assisting at surgery;
7) offering counseling and education to
meet patient needs; and 8) making
appropriate referrals.




The activities listed above may be
performed in any seiting authorized by
the supervising physician, including
but not limited to: clinics; hospitals;
ambulatory surgical centers; patient
homes; nursing homes; and other
institutional settings.

LOCUM TENENS PERMIT

The board may grant a Jocumn
tenens permit to any applicant who is
licensed in the state. The permit may
be granted by an authorized
representative of the board. Such
applications for locum tenens permits
will be reviewed at the next scheduled
board meeting. The maximum
duration of a locum tenens permit is
one year. The permit may be renewed
annually on a date set by the hoard.

Definition: “Locum tenens means
the temporary provision of services by
a substitute provider.”

REGULATORY OPTIONS

I. Regulation by the
medical hoard

The state board of medical
examiners shall administer the
provisions of this Act under such
procedures as it considers advisable
and may adopt rules that are
reasonable and necessary to implement
the provisions of this Act.

1. Regulation by a PA
hoard

To administer this Act there is
hereby established a Board of
Physician Assistant Examiners. The
board shall consist of five members
appointed by the governor, each of
whom shall be residents of this state,
{our of whom shall be physician
assistants who meet the criteria for
licensure as established by this Act and
one of whom shall be a licensed
physician experienced in supervising
physician assistants.

Initial appointments shall be made
as follows: 1) two members shall e
appointed for terms of four years; 2)
one member shall be appointed for a
term of three years; 3) one member
shall be appointed for a term of two
years; and 4) one member shall be
appointed for a term of one year. Each
regular appomtment thereafter shall be

for an term of four years. Any vacant
term shall be filled by the governor for
the balance of the unexpired term. No
member shall serve more than two
consecutive four-year terms and each
member shall serve on the board uniil
his or her successor is appoinied.

While engaged in the business of the
board, each member shall receive a per
diem of $ _ and shall also receive
compensation for actual expenses paid
in accordance with [other state
regulations].

The board shall elect a chairperson
and a secretary from among its
members at the first meeting of each
fiscal year, The board shall meet on a
regular hasis. A board meeting may be
called upon reasonable notice at the
discretion of the chairperson and shall
be called at any time upon reasonable
notice by a petition of three board
members to the chairperson.

Powers and duties of the hoard shall
inclhude:

1} promulgation of all rules
reasonable and necessary to implement
the provisions of this Act; 2) review
and approval or rejection of
applications for licensure; 3) review
and approval or rejection of
applications for rencwal; 4) issuance of
all licenses; 5) denial, suspension,
revocation or other discipline of a
licensee; 6) determination of the
amount and collection of all fees.
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Ill. Regulation by a medical
board with a PA advisory
committee

There is hereby created a physician
assistant committee which shall review
and make recommendations to the
board regarding all matters relating to
physician assistants that come before
the board. Such matters shall include,
but not be limited to: 1) applications
for licensure; 2) practice agreements;
3) disciplinary proceedings; 4) renewal
requirements; and 5) any other issues
pertaining to the regulation and
practice of physician assistants in this
state.

COMMITTEE MEMBERSHIP

The committee shall consist of three
physician assistants, one physician
experienced in supervising physician
assistants, and one member of the
board. All committee members must be
residents of this state and hold a
license in good standing in their
respective disciplines.

The chairperson of the committee
shall be elected by a majority vote of

the committeec members.

Committee members shall receive
reimbursement for time and travel
expenditures {consistent with usual
state practices|. Appointments

The physician assistant and
supervising physician members of the
committee shall be appointed by the
governor. The board of medical
examiners shall designate one member
to serve on the board, All
appointments shall be made within 60
days of the effective date of this Act.
All appointments shall be for four year
terms, at staggered intervals. Members
shall serve no more than two
consecutive terms. Reappointments of
the physician assistant and supervising
physician members of the committee
shall be made by the governor.

MEETINGS

The commiitee shall meet on a
regular basis. A committee meeting
may be called upon reasonable notice

at the discretion of the chairperson and

shall be called at any time upon
reasonable notice by petition of three
committee members to the
chairperson.
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IV. Adding a PA to the
medical board

To assist in the administration of
this Act, the governor shall appoint a
licensed physician assistant 1o the
board of medical examiners for a term
of __ years, [etc., etc. in accordance
with existing law.] The physician
assistant member will have full voting
privileges.




Appendix F

Prescriptive Avthority for Physician Assistants
as of April 8, 1994

Source: American Academy of Physician Assistants (AAPA)
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Appendix G

Economefric Model Projections of PA WorKforce Demand and Future
Requirements: Data Sources and Assumptions

Health System Growth Rates

Overall demand baseline;
reform: ‘

Hospital demand baseline:

Admissions baseline:

reform:

Outpatient visits baseline:

reform:

Office visits baseline:

reform:

reform:

Based on figure of 23,350 PAs in active practice in 1993; about 28% of all
practicing PAs are in hospital settings representing roughly 6550 PAs

Derived from above figures

A pseudo-weighted average of two growth rates, the first calculated using
American Hospital Association {AHA) data, compiled by the Bureau of Health
Professions for all PAs employed in hospitals, 1991-1993 (8.2%); the second
was drawn from AAPA Census Data using 1991-1993 (9.5%); a growth rate of

8.5% was used in calculations reform: as derived above

computed from AHA data, published in Annual Statistics, using 1988-1991

assumed to be zero, to reflect the temporary surge in demand {rom insuring the
currently uninsured and underinsured

compute from American Hospital Association
(AHA) Annual Statistics, years 1988-1991

assumed equal to baseline, reflective of the myriad conflicting influences on
this variable under comprehensive health care reform

computed from NCHS data, published in the 1991 Health United States, total

physician contacts, average annual compounded rate over 1985-1989

assumed a 1% increase, to 3.2% per year, based on assumptions that the 24
million who are uninsured all year will have 2.5 more visits per year per
person, and that the 12 million who are uninsured part-year will have 1.25
more visits per year per person PA Salary baseline: computed from AAPA
Census Data, the average annual compound rate hetween 1990 and 1993,
using mean salary

assumed a 5 percentage point increase, due to likely intensified short-term
pressure to hirc PAs in cmerging and expanding managed care networks
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MD Salary haseline: computed from AMA data published in Socioeconomic Characteristics of
Medicial Practice, mean net income before taxes, average annual compound

rate between 1988 and 1991 for FPs

reform: assumed equal to baseline, reflective of the myriad conflicting influences on
this variable under comprehensive health care reform

NP Salary baseline: computed on an annual compound rate between 1988 and 1992, both average
salary figures based on data from the Division of Nursing, BHPr

reform: assumed a 5 percentage point increase, due to likely intensified short term
pressure to hire NPs in emerging and expanding managed care networks

Residency Slots baseline: ZEro

reform: used PPRC’s estimated decline of 11,000 positions in GME. Over 5 years, this
would translate into a 2.8% per year decline, rounded to 2.5%. Assumes that
about 7700 of these slots would create new positions for PAs and NPs, to be
filled in roughly equal proportions; yields a 1.25% net increase in residency-
related hospital demand for PAs

Primary Care baseline: as published in JAMA; September, 1993 MDs

reform: assumed a 1.1 percentage point increase up to 1.5% a large per annum growth
rate by historical standards for specific physician types

Model developed by Len Nichols, Ph.I).
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